DISCUSSION: HOW CAN THE RESULTS OF ANTE-NATAL CARE BE IMPROVED?
Dr. Isabella D. Cameron: Ante-natal care, in the best sense of the term, is supervision of the general health and obstetric condition of the expectant mother, sympathetic guidance in her mental and emotional readjustments, and instruction in her new duties and responsibilities. The high hopes of its early advocates have not been realized in their entirety. It may be that those advocates hoped for too much; it may be that the present-day critics undervalue what has been effected. Dr. Ballantyne of Edinburgh directed attention to the possibilities of ante-natal work through his study of feetal pathology; an earlier French worker in the cause of infant welfare instituted home visiting of expectant mothers by midwives.' Much pioneer work had been done in the years immediately preceding the official inauguration of ante-natal work in July 1914, when the Local Government Board issued a circular and memorandum in connexion with grants in aid of maternity and child welfare services. It is interesting to note that this Memorandum referred to an ante-natal scheme as organized "in its direct bearing on infantile death." May it not be that the early impetus given to ante-natal work from the point of view of the saving of infant life, and through the agencies organized for infanat care, tended in some degree to lead to its development apart from midwifery, although Dr. Ballantyne himself clearly foresaw, in the care of the expectant mother, an unworked field of preventive medicine ?
The ante-natal scheme as set out in the official Memorandum comprised:-
(1) An ante-natal clinic for expectant mothers; (2) the home visiting of expectant mothers; (3) a maternity hospital, or beds at a hospital, in which complicated cases of pregnancy could receive treatment. Although many invaluable auxiliary services have been added to the scheme as originally drafted, the essentials of ante-natal work remain the same-clinical examination, home visiting of expectant mothers, and hospital provision for complicated cases of pregnancy.
It is a matter of common agreement that ante-natal work should be closely associated with attendance at confinement and during the lying-in period, and that the personnel should, where practicable, be identical. Indeed, we appear to be 1 Moore, S. G., The Milroy Lectures, 1916 . " Infant Mortality," p. 38. Reprinted from the Lancet, 1916, i, 849, 895, 943. FEB.-JOINT Dis. No. 1-1 within sight of a form of retaliation by obstetricians for the earlier invasion of their sphere by infant-welfare workers in a movement for extension of the maternity service, so as to include the first few weeks or months of the infant's life. An initial difficulty in the definite incorporation of ante-natal work in a maternity service is the difference-one might even say, the cleavage-of opinion as to the best methods of provision for confinement and lying-in.
Widely different points of view would doubtless be elicited if all present replied to the questions:-Is confinement at home or in an institution the better practice ?
Who should be responsible for the conduct of a normal confinement-a midwife or a doctor ? Is a joint-service by doctors and midwives desirable and practicable ? What training and experience are essential in the obstetric practice of doctors ? Is a new form of speciality in maternity work to be encouraged, or are general practitioners best fitted to undertake the major part of obstetric practice ? What is the r6le of the obstetric consultant ? If in-patient treatment is the ideal, what type of institution is required ?
We now have voluntary and municipal maternity hospitals and homes, maternity departments in general hospitals-some of which equal and even exceed maternity hospitals in size-and many private nursing institutions in which maternity patients are treated. There has been a recent increase in the use of maternity beds in most areas in the country and in all classes of society. This is probably due, in the main, to social and economic influences. It is impossible to predict how far this practice will become stabilized as an accepted custom, although it has already led to a material increase in the numbers of beds available. This popular movement towards in-patient treatment of normal, as well as of abnormal, cases must be kept in mind in considering how best to link up ante-natal supervision with attendance at confinement.
Great diversity is found in the met-hods of organization of ante-natal clinics, and in the degree of association with attendance at confinement. The extreme lack of coordination is found in some areas in which municipal ante-natal clinics, organized as part of maternity and child welfare schemes, are conducted independently of the ante-natal clinics which have been established at the maternity departments provided by the same local authority. Further confusion is introduced by the occasional divorce of home visiting of expectant mothers from their attendance at. ante-natal clinics. In fact, no department of the maternity service of this country is in complete alignment with other departments. Little allowance is made in the present organization for the biological fact that pregnancy, labour, and lying-in are consecutive phases of one physiological process. Are good results of ante-natal care to be anticipated from such an ill-knit organization?
If the results of the actual working of ante-natal schemes are carefully evaluated, it is found that in home visiting, in clinical work, and in hospital treatment they fall far short of what might be achieved. Home visiting of the expectant mother is carried out to a considerable extent in most parts of the country, with a varying degree of success. It is at its best when definitely associated with the general supervision of the health and well-being of the patient, related to her domestic circumstances, and linked up with preparation for confinement, whether in her home by a midwife or doctor, or in an institution. But home visiting is too frequently unsystematic and lacking in clearness of purpose. A friendly call may be kindly and helpful, and its value is by no means negligible, but it cannot be an effective substitute for active interest and practical assistance and guidance in the difficulties, discomforts, and apprehensions that are frequently experienced by the pregnant woman. Rightly and sympathetically conducted, home visiting is of unlimited value in establishing and maintaining a normal balanced attitude of mind in an expectant mother. Too many ante-natal clinics are still indifferently conducted, and in this criticism I venture to include a number of clinics conducted in maternity departments, nominally at least under the direction of obstetricians. Clinics are sometimes badly located in relation to the homes of the possible patients. Premises are often cramped, dull, and uncomfortable, and are lacking in suitable arrangements for privacy. In saying so, I do not forget that many existing institutions were erected before ante-natal work was begun, and that make-shift accommodation is frequently all that is practicable without heavy expenditure. The number of patients seen at an ante-natal session is sometimes so great that inadequate individual attention is given to them. The routine medical work is too often carried out by junior inexperienced members of the staff. Too little use is made of the opportunity of instructing the prospective mother in the principles of healthy living, and of assisting her in the detailed preparations for the infant which are of positive advantage to her health and to her emotional outlook. The social agencies available for the help of necessitous patients are too infrequently employed on their behalf. Much of the work of ante-natal clinics tends to be an eager search for the abnormal, to the neglect of endless opportunities for the support, encouragement, and guidance of patients who, fortunately, are passing through a normal pregnancy. A further defect of our ante-natal organization is that there are too few hospital beds available for the treatment of complications of pregnancy. This branch of work should be extended, both as regards the number of patients admitted for treatment, and in a wider interpretation of what abnormality in pregnancy is, particularly in the classes whose domestic circumstances make a few days' rest in bed in their own homes quite impracticable.
I have, so far, given my attention mainly to organized ante-natal work, but it is essential to keep in mind that a considerable proportion of the ante-natal work carried out in this country is in the hands of private practitioners. In the well-to-do classes ante-natal supervision is given by the practitioner, or by the consultant whom a patient has engaged to attend her at confinement in her own home or elsewhere. There are also more formal arrangements. With regard to insured women, the general practitioner is " responsible for medical attendance during pregnancy " and " for these women the ante-natal clinics should be available for any additional care the doctor considers necessary."1 General practitioners are called in to give medical aid in abnormalities in midwives' cases under the rules of the Central Midwives Board. Revised instructions for the guidance of midwives in ante-natal work have recently been issued by the Central Midwives Board. In addition, a number of local authorities have established a general practitioner service for uninsured women who have engaged a midwife to attend them at confinement, as part of the maternity and child welfare scheme. This has been adopted mainly in sparsely populated areas where ante-natal clinics are not available, but it has also been put into operation in several towns. The family doctor is in a position to deal with a patient as an individual in her family and social setting; he knows her domestic problems and difficulties; he is familiar with her medical history. It is for others to speak of the standard of professional skill in obstetrics which can be maintained in the stress of busy modern practice. I learn from those with knowledge of the conditions of lower middle-class practice that in some districts the custom of charging a special fee for each ante-natal examination acts as a deterrent to many women of narrow means who would otherwise wish to have the advantage of constant medical supervision during pregnancy.
The routine of clinical ante-natal work, whether conducted in a formal clinic or in a patient's home by a doctor or midwife, covers only a part of the field, and it is 1 Ministry of Health Memorandum 156 M.C.W., December 1930. essential that it should be amplified, as necessary, by the various provisions now available under local maternity and child welfare schemes. These include consultant service, nursing assistance, hospital treatment, dental treatment, the supply of milk, service for home helps, arrangements for special examinations and for laboratory investigations, and the provision of sterilized outfits. These services are utilized increasingly and with benefit in ante-natal work but they are still too little known and used in suitable cases. No ante-natal scheme can be a success which is not approved and accepted by the women for whom it is provided. When an expectant mother is met in a spirit of friendliness, sympathy, and helpfulness she will avail herself of ante-natal care, and it is for those responsible for this service to see that an atmosphere of kindliness and goodwill is added to professional competence. How are the results of ante-natal work to be assessed ? If they are to be judged exclusively, as some would say, by an appreciable fall in the maternal mortality rate as the work is extended, failure must be acknowledged. But those who have given the closest attention to the complexity of the problem of maternal mortality are best aware how many and how varied are the factors that influence the rate. It may well be that the benefits of ante-natal supervision have been counterbalanced by other and adverse influences during the relatively short period that has elapsed since ante-natal supervision took an established place in obstetric work. That benefits, both physical and mental, have been conferred on expectant mothers by supervision of their welfare during pregnancy is evidenced by the countless women who avail themselves of the provision for ante-natal care and subsequently encourage others to do so. In view of this support by the mothers of the nation, there seems no real cause for discouragement in the fact that results cannot be stated arithmetically or set out diagrammatically.
It is with a firm belief in the beneficence of ante-natal work that I submit for discussion that its organization should be reviewed and readjusted in relation to the naternity service as a whole, and that the detail of working of home visiting and of ante-natal clinics, and the further use of hospital beds should be reconsidered in the light of the defects which I have ventured to put before you.
Mr. G. F. Gibberd: The aims of ante-natal care are, presumably, to reduce maternal mortality, and maternal morbidity, and in other ways to improve the lot of the child-bearing woman. Definite figures are available for a concrete discussion on maternal mortality; the available " data" for a discussion on maternal morbidity are less well founded, so that matters of opinion tend to intrude themselves in place of matters of fact, and when we come to the " other ways " in which ante-natal care affects the mother, the results are almost entirely a matter of opinion.
It is probable, however, that measures which tend to reduce maternal mortality will have a beneficial effect on morbidity and also on less well-defined aspects of the patients' well-being, so that if we judge the results of ante-natal care by the effect on mortality, we are at least on firmer ground than if we judge them by other standards. I am aware of the value of the various minor services which ante-natal care provides, but to try to justify ante-natal care from its minor results may be merelv a grudging apology for its failure in the major issue. As long ago as 1922 Mr. Eardley Holland saw the direction in which attempts to improve the results of midwifery were moving, when he stated that " Ante-natal methods are the strategy, intra-natal methods the tactics, of obstetrics. There is . . . a tendency nowadays to exalt the strategy at the expense of the tactics." It is quite useless to regard ante-natal care as a separate part of midwifery. Improvement in the practice of ante-natal care will come as part of improvement in the practice of midwifery as a whole. 456 4 It is nowadays a common jibe at ante-natal care to point out that its more widespread employment has not reduced maternal mortality. This is not really a criticism of the principle of ante-natal care, but rather an acknowledgment of the fact that the type of ante-natal care which is being given is ineffective. It is generally a relatively simple matter to reduce the incidence of an accident from (say) 50% to 30%, but in the same circumstances to reduce an incidence from 0O5% to 03% is enormously more difficult. It calls, not so much for organization on the large scale, as for the highest grade of judgment in the individual case, and judgment of this order is an attribute of a relatively few individuals. That is why it is so difficult to reduce the maternal mortality in this country. It is already so low that its reduction requires a standard of obstetric wisdom on the part of each individual doctor or midwife which, in the present state of our methods of education, we can reasonably expect to find only in a very few. I believe-though I might find it difficult to prove-that the results of midwifery in England were better in 1880 than in Smellie's day. I have shown that in a certain small area they were better in 1930 than in 1880, and as I do not believe that the art of midwifery has yet reached its zenith, I am encouraged to hope that they may possibly be better in 1960 than in 1930. But the lower the maternal mortality, the more difficult it is to lower it still further, and just as the problems of Braxton-Hicks were more difficult of solution than those of Smellie, so are our problems more difficult than those of Braxton-Hicks. Those who ask, " If maternal mortality is preventable, why not prevent it ? " show by the very question their ignorance of practical realities. They have not learned that not only is perfection unattainable, but that the nearer we get to perfection the more tedious is the approach.
There are two ways in which we can attempt to improve the results of midwifery (including the results of ante-natal care) in this country. In the first place we can take the existing personnel, in whose hands the midwifery of the country rests, and by organization we can try to make the most efficient use of these people. We can give them better surroundings in which to work, and we can provide the necessary accessories for their work, but whether we organize or not, the personnel remains the same. A great deal has already been done on these lines, but the problem of reducing a mortality which is already as low as 0-5°% is so great that I do not think organization, by itself, is likely to produce any striking result.
The other approach to the problem is to try to raise the standard of obstetrics, as practised all over the country, by improving obstetric education. I do not mean that I think the standard is at present low, or that it is simply a matter of applying greater care or of spending more money. The further reduction of maternal mortality is such a difficult thing that all the care and all the money in the world will not avail unless the obstetric judgment of the individual accoucheur is of an order which we now expect only of the relatively few who have had special experience. An ante-natal clinic, a maternity hospital, a sterile towel, a pint of free milk, or a lecture on how to knit a pair of pilches,-none of these will prevent maternal deaths, unless it is backed by men and women wisely and extensively trained.
There is no time, and this is not the place, to indicate the lines upon which obstetric education can be improved, but I believe that if as much energy and money were expenided upon education of doctors and midwives as has already been spent on organization and public services in midwifery, we should in twenty years time have a generation of men and women accoucheurs whose greater knowledge and sounder judgment, applied to ante-natal care, might enable us to show that this branch of midwifery can, after all, help to reduce maternal mortality. This is a long way ahead, but the nature of the problem makes it futile to hope for quick results, and I believe that the disappointment over the failure, so far, to reduce maternal mortality is merely an expression of the failure to appreciate the difficulty of the problem.
In a public speech on November 13, 1934, Lord Moynihan is reported to have said: " Puerperal sepsis, in my judgment, is invariably preventable, and if preventable, why not always prevented." I quote this statement as typical of the man or woxnan who thinks that the problem of maternal mortality is essentially simple. I have tried to show that, because we start off with a mortality rate as low as half of 1 %, the problem is essentially extremely difficult, and it is the greatest disservice to the women of England to underestimate the difficulty, ior by so doing we are led to seek an easy remedy, and to risk disappointment in the result. We have, to some extent, already tried the easy way in ante-natal work. We have tried the effect of organizing ante-natal care. What we must try in the future is the much more difficult, more tedious, and less dramatic remedy, the improvement of the obstetric personnel available for this ante-natal care, and this is a matter of better obstetric education.
Dr. T. J. Hollins: In considering this subject from the point of view of the general practitioner, I shall address myself to the breakdown of the machinery of ante-natal work which is so evident to everybody.
The dictum of an eminent consultant comes into my mind: " Almost everything that has been written in the standard textbooks of medicine is wrong."
An iconoclastic statement like that hits us on the raw, yet it is excellent sauce for our complacency and a counter-irritant to our smugness. In this paper I am going to indulge in an orgy of unorthodoxy and iconoclasm, and only hope that the sting-if sting there is-may be taken out of my remarks by the fact that I am actuated by a sincere desire to help to remove the stigma that at present rests on British obstetrics.
Over twenty years ago a movement was started with the laudable object of reducing maternal mortality and morbidity at childbirth and promoting the birth of healthy, normal children. To-day this movement has assumed the spiritual fervour of a crusade, and is stirring the profession, the laity and the Government. Innumerable meetings are being held to discuss the subject and innumerable articles about it are appearing in the Press. There you may see the opinions of leading philanthropists, of Government officials and Cabinet Ministers freely expressed. To-day an elaborate and costly machinery set up by the Government is in active operation. When the wheels of this machinery first began to revolve everybody thought that we were on the eve of the millennium. In spite of our high hopes we have sadly to confess to complete failure and to a hopeless break(lown in the machinery. The maternal mortality at childbirth is greater now than it was twenty years ago. In 1911, 3 87 mothers out of 1,000 died in their confinement and in 1932 this figure had increased to 4P04 per 1,000. Figures like these force us to confess, whether we like it or not, that the machinery has completely failed and let us down. Now the question that I shall try to answer in this paper is " What is the cause of this breakdown in the machinery?" Is it the machine that is at fault-this elaborate, costly machine-or is it the hand that guides the machine ? Many attempts have been made to answer this question-some of them suggestive, many containing hints of the truth. In my opinion the cause of the breakdown is, in a word, the methods of examination which are in use to-day. These, in my opinion, are limited in value, uncertain, and unscientific.
Ante-natal examination should be divided into: (I) Ante-natal care-which comprises a general survey of the physical, social, and psychological condition of 6 458 the patient; (II) ante-natal examination-which includes abdominal examination and pelvimetry. The value of the one is exceedingly high, the value of the other is exceedingly limited and grossly exaggerated. To elucidate the matter I must briefly enumerate the points which I consider to constitute the minimum of an examination under both these headings.
Ante-natal care.-(1) In the first place the general health and condition of the expectant mother should be assessed, special attention being paid to the state of the teeth and tonsils. If there is any evidence of dental caries she should be referred to the dentist at once. I think it was the late W. W. King, of Sheffield, who pointed out the intimate connexion between puerperal sepsis and the diseased tonsil in the case of the nurse in attendance. What applies to the nurse in attendance applies even more to the patient herself. If dental sepsis or diseased tonsils are present she runs a grave risk of infecting herself, either through the blood-stream or through poisoning her environment.
(2) The urine should be examined periodically-the oftener the better. This will ensure the detection of albuminuria and prevent the onset of nephritis. To allow a woman to progress to the stage of eclampsia, as so often happens to-day, argues criminal neglect on the part of the medical man in attendance.
(3) The heart should be carefully examined, and if any lesion-valvular or otherwise-is found, it should be assessed in terms of the shock and strain which the approaching confinement is bound to cause.
(4) Discharges, if present, should be carefully investigated and treated.
(5) A history of stillbirths must be thoroughly gone into; a Wassermann test must be made; and if the reaction is positive, antisyphilitic treatment must be vigorously pushed.
(6) Last, but not least, the blood-pressure should be taken from time to time. This record is of extreme value as it often gives warning of the onset of the pre-eclamptic state before any clinical signs are present, yet I know of no ante-natal clinic where it is systematically done at present.
These six points constitute the minimum of examination under the head of ante-natal care, and will commend themselves to all as sound precautionary measures to safeguard the patient, and, incidentally, preserve the peace of mind of the practitioner. Ante-natal examination.-Now let us turn to ante-natal examination proper, i.e. abdominal examination and pelvimetry. This has three objects, namely, to determine (1) the presentation;
(2) the size of the child; (3) whether the birth-canal is sufficiently roomy to permit the unassisted passage of the child. This examination is, in intent, diagnostic, in order to give us definite information as to what we will have to deal with later on, and, if reliable, is one of the most valuable aids to be found in any department of medicine; but is it reliable ? Does it always give certain information as to the presentation ? Does it always enable one to determine the size of the child or to be certain that the birth-canal will accommodate the child ? I say emphatically that it does not. I would like briefly to deal with each of these points.
(1) The presentation.-Teachers and textbooks tell us that abdorninal examination with its various grips, if properly carried out, leaves no doubt whatever as to the presentation-that, in fact, it is fool-proof. The "fundal grip" will tell you at once if there is a breech at the fundus; if you have any lingering doubts, all you have to do is to move the part about and if it is a breech it will move with the trunk, if a head, independently. The " pelvic grip " will give the same information at the other pole of the uterus. This is all very nice in theory and excellent stuff to feed to students, but it does not work out so easily in practice. There are many factors which may vitiate your conclusions. The nervous reaction of the highly strung patient or a thick abdominal wall may make a diagnosis well-nigh impossible.
One of the most difficult cases that I ever attended, and one that might easily have ended in disaster, was that of a young woman who had been examined regularly at a certain well-known ante-natal clinic. She was assured that she would have her baby quite easily and on the strength of that assurance did not engage a doctor. She was sent to the nurse, a normal vertex presentation having been diagnosed. After she had been many hours in labour the nurse sent for me, and imagine my horror when I found on arrival an exhausted pa,tient and a face that had not engaged! The mistakes made by careful practitioners' both in private practice and in the various clinics, are numerous and sometimes disastrous. I will quote, in the exact words of the report, two cases that occurred at one of the most famous centres in the country.
In each case the patient was examined ante-natally by the senior member of the staff-an obstetrician of standing-and the case was delivered later in the hospital attached to the clinic.
(1) A primipara; diagnosis: breech presentation; hard head felt at fundus under sternum; P. V. breech felt well down and fixed. No aniesthetic was given for the examination. Version was not done as the breech was well down and fixed and measurements were satisfactory. At delivery the " breech " was found to be a vertex presentation.
(2) Primipara; diagnosis: '-,ertex L. 0. A., withhead fixed-some difficulty experienced with P. V. examination, but anEesthetic not given. At delivery a Dersistent mento-posterior presentation was found, necessitating a craniotomy."
So that the grips are by no means fool-proof.
(2) Determining the size of the child presents much more difficulty than determining the presentation, and is enough to deceive the very elect. The use of abdominal examination here merely leaves one guessing. I quote an illustrative case:
The wife of a miiedical colleague was about to have her first baby and engaged the services of a distinguished consultant, who, after making an ante-natal examination, informed the husband that the intercristal diameter was considerably reduced and suggested an induction at the thirty-sixth week. As this was refused, he said that Cesarean section would have to be performed.
The patient was, herself, a doctor and had done a good deal of ante-natal work. When the consultant called out to his secretary that the intercristal diameter was 16 cm., she knew that a natural birth was practically impossible. A second examination was made ten days before the event, and the consultant now told the husband that he was going to give his wife a chance of having the baby naturally as he had been able to push the head down into the pelvis, and consequently thought the baby undersized. The patient entered the nursing home in due course, and, finding that there were no preparations for a C(esarean section, insisted that this operation should be performed. Somewhat reluctantly it was carried out. The result was a baby of over 8 lb. which could not possibly have come through the natural passages. Now if the high priests of the order can be so signally deceived, I think that I am not overstating the case when I say that the possibility of error is so great under the old methods that not even the most expert can pronounce definitely as to the size of the child. The various manceuvres for deciding whether the head will fit into the pelvis-such as the Munro-Kerr method-are comparatively valueless. Even under anuesthesia they are uncertain. In all of them one has to be sure that it is the head
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and not the breech that one is trying to fit into the pelvis. In a case that I was asked to see with another doctor, I found him, when I arrived, laboriously trying to fit a breech into an obviously contracted pelvis.
Pelvimetry should be carried out in all cases but I think everyone is prepared to admit that its practical value is greatly exaggerated. A few years ago I had a series of patients in cases of persistent occipito-posterior presentation, examined by X-rays after parturition. In all of them I found either a narrowing of the true conjugate or narrowing of some diameter, though externally the measurements in all of them were normal or in excess of normal. This would seem to inldicate that pelvimetry is of very limited application.
Clinically, I venture to say, we have all found this to be the case over and over again. The case which we expected to cause the greatest trouble comes off with the greatest ease whilst, in the case in which the measurements had led us to expect a comfortable time, delivery has been effected with the greatest difficulty. I had a case of this kind about a fortnight ago. The interspinous and intercristal measurements were well below normal and I felt considerable anxiety, but the woman delivered herself of a seven-pound baby in three hours with the greatest ease.
From what I have said you will gather that I am not a great believer in the present methods of ante-natal examination. The man who relies on them is like the motorist who dashes over a cross-roads at sixty miles an hour, relying on his hooter to get him across safely. He may get to the other side without a crash, but the odds are heavily against him. The man who uses these methods alone is heading for a crash, for to my mind, as I mentioned at the beginning of my paper, they are the greatest factor in bringing about the breakdown in the machinery.
In conclusion I would like to turn for a moment from destructive criticism to constructive suggestion. If the old methods are unscientific and uncertain, is there any substitute, any remedy? I think there is. I believe it possible in every case to tell with exact certainty the presentation, the size of the baby, the relative size of the head and the pelvis, and the internal measurements of the pelvis itself, and that desideratum can be achieved and achieved only by the use of X-rays in all cases of primiparae, and in all cases of multiparme when there has been difficulty at a previous confinement. Let us use the old methods, by all means, if we wish, but let us supplement them by X-ray examination.
Furthermore, it is essential that the ante-natal findings should be checked by the findings at delivery. Only thus can one learn one's job and, by confirming or disproving one's previous opinion, become expert.
Lastly, I think that continuity of attendance is imperative. The practitioner who makes the ante-natal examination should be in attendance at the confinement. The personal element is here of great importance. The practitioner who makes an antenatal examination of a patient whom he is later to attend is likely to exercise more care and skill and take a more personal interest than one who makes the ante-natal examination and does nothing else. This continuity would eliminate slackness which is all too common in ante-natal work.
To summarize: The use of X-rays in all cases as defined above, and the comparison of findings before and after the event, combined with continuity of attendance would, I believe, go a long way to solve the problem under consideration, and would tend largely to reduce maternal mortality at childbirth and remove the stigma which has lain so long on British obstetrics. Professor F. J. Browne: Mr. Gibberd has referred to the difficulty of reducing an already fairly low maternal death-rate. But the Departmental Committee found that about half of all maternal deaths were preventable, and in spite of Mr. Gibberd I still ask, " if preventable why not prevented " ? The Committee obtained its information by the study of individual reports of maternal deaths received from doctors throughout the country, and members of the Committee know what lack of judgment and of ordinary competence hundreds of these reports revealed. It is impossible to believe that unless we are to rest satisfied with such happenings as were here revealed, it is so difficult to reduce the maternal death-rate materially below the figure at which it has stood for at least the last thirty years.
In considering how the results of ante-natal care can be improved we may begin by enunciating certain propositions on which there will be general agreement:
(1) The best ante-natal care is of little use unless it is implemented by competent care during and after delivery; (2) ante-natal, intra-natal and post-natal care should be carried out by the same person; (3) no amount of mere organization will bring about an appreciable reduction of maternal mortality unless there is at the same time an improvement in the personnel of the service. Four maternity services have been recently before the public: (1) All four envisage a service in which, in the normal case, the patient shall be delivered by a midwife who shall call in the patient's own doctor when necessary; a general practitioner who shall supervise the ante-natal care and go to the help of the midwife should difficulty arise; a specialist, who may be called in by the practitioner in case of a difficulty with which he feels incompetent to deal, or which he fails to overcome, and finally, a hospital which the patient may enter, or to which she may be removed should her home be unsuitable. There are, in addition, various accessory services that are relatively unimportant, and of which even the full use can add comparatively little to the safety of childbirth. Now in this chain of services there is, if we retain the present personnel, scarcely a strong link. We know that the midwives are insufficiently trained, that the standard of preliminary education and admission to the roll of the Central Midwives Board is deplorably low, and that the examination for the certificate is inadequate. The specialist is excellent if he has had a prolonged obstetrical training, still practises midwifery, and is easily accessible and quickly available, but there are many large and populous centres in industrial England and Wales to-day, and whole counties where no specialist is resident. If an emergency arises he has to come a long distance, often as far as fifty miles. Is it any wonder that in many cases he is not called in, or does not arrive till the patient is beyond salvation ? Too often, too, the specialist's chief interest lies in general surgery rather than in obstetrics, which he himself does not practise; and he has little experience of, or interest in, the art of midwifery, except to terminate a case by Caesarean section. Too often, when the patient is removed to hospital after futile attempts at delivery, she is treated by an inexperienced house-surgeon with no personal supervision by a senior member of the staff.
The fourth weak link in the chain is the general practitioner. After most careful consideration I feel compelled to say that the midwifery service of the country might be enormously improved if it were removed from the sphere of general practice altogether, that no appreciable improvement can be effected as long as there is a general-practitioner service, and that midwifery and general practice are incompatible.
In the first place it is impossible to train the medical student to become a competent obstetrician, a process which requires at least three years in a large maternity hospital. Professor Munro Kerr recognized this, though I consider his proposal of four months intern post-graduate training to be inadequate. Few general practitioners have had any post-graduate resident or intern experience, and they must therefore get that experience after entering practice, and at the expense of their patients. Many never obtain it at all, for few general practices provide more than fifty cases of midwifery annually, with only an occasional abnormality, and the four or five abnormalities will probably be of different type.
Secondly, the general practitioner's work, especially in industrial areas, is such that it is often necessary to dress three or four septic wounds daily, after which he may have to attend a case of midwifery with grave risk of conveying serious sepsis.
Thirdly, midwifery is incompatible with general practice because it comes at irregular times, and so interferes with other urgent work, the claims of which often necessitate dangerous haste in the conduct of a delivery.
It is probable that few general practitioners would resent the loss of midwifery, for much of it happens at night and interferes with rest and leisure; it is usually very badly paid, and entails heavy responsibility without any corresponding reward. How often do we see in advertisements of practices for sale the words " No midwifery," as a bait to a possible buyer! It is true that some practitioners are "keen on midwifery," but unfortunately keenness is no guarantee of competence.
That keenness is not the rule is shown by the following statement of a county medical officer who wrote to me recently: " The ante natal clinics were at first run by general practitioners, but they were so indifferent we had to appoint whole-time officers in charge. The whole-time system is becoming increasingly popular with midwives and mothers. It has been our custom to inform the doctor of the proceedings at the clinics, and to invite cooperation, but it is so seldom that my officers get any replies to their notes that I can only assume that general practitioners are not interested in this work."
Besides, pure medicine to-day has, within its legitimate bounds, become so complex and difficult, that its complete pract,ice, without the inclusion of allied subjects such as obstetrics, calls forthe exercise of an energy and intelligence almost superhuman. In this respect the practice of to-day is utterly different from that of Smellie's time, and corresponding readjustments are essential.
There is nothing revolutionary in the proposal to take midwifery out of the sphere of general practice. Tuberculosis has long since been taken out and the same is true of venereal diseases, in each of which a specialist service has been set up.
A Scheme Outlined
The proposal here outlined is designed to strengthen every link in the chain of maternity services by establishing in each county of England and Wales a maternity unit, staffed by whole-time medical officers and midwives, all highly trained and experienced, and at their head a director, responsible for the whole.
(1) In each county there would be a primary centre which should be situated at the county town, and be in connexion with the general hospital so that overhead running costs might be reduced, and all special facilities, including consultations with experts in the various special branches of medicine, be readily available. This primary centre should have at least fifty maternity beds and some beds for gynecological work arising out of childbirth, and that alone. Here on the premises should live' the director, a first assistant and other junior assistants and house surgeons.
(2) For a fiveor ten-mile radius around the primary centre there should be a district in which domiciliary practice is carried on. The nurse-midwives who would chiefly be responsible for this would live at the primary centre. Ante-natal clinics would be carried on at the primary centre and at subsidiary stations in the district.
Any case likely to present difficulty (and possibly all primipara3, as Munro Kerr suggests) would be advised to come into hospital. Should difficulty arise at a delivery in spite of this sifting, the midwife would call in one of the officers of the primary unit.
(3) At suitable points outside the fiveor ten-mile radius, secondary centres should be set up, each containing a smaller number of beds than the primary centre, but also in connexion with a general hospital. These would sometimes be of the type of the cottage hospital but often larger. In each secondary centre would reside a wholetime officer of the standing of first assistant, and one or more junior officers. This would form the centre of a secondary district in which domiciliary practice would be carried on by midwives, in exactly the same way and with the same ready and skilled assistance at hand in case of difficulty or emergency, as in the primary district.
The most grave cases from the county area might come into the primary centre. The work of the entire county would be coordinated by the director of the county unit.
(4) The staff.-This would consist of a director, first assistant, junior assistants, house surgeons, midwives and home helps.
(a) The director: The duties have been already stated. Qualifications should be exceptionally high, and in this connexion less weight should be attached to academic attainments and qualifications than to proof of experience and competence. He should have had at least five years' experience in a large maternity hospital and should be a competent gynacological surgeon. The question as to whether he should be allowed to do private work, either both obstetrical and gynaecological, or gynmcological only, is a matter for consideration and might be differently decided according to local conditions. The best type of obstetrician must be attracted to these posts, and they must therefore be highly paid. A salary of £1,500 a year is contemplated, with a house in addition. To the right type of person not the emoluments but the interest of the work would be the chief consideration.
(b) The first assistants: These must also be highly trained; at least three years' experience in a large maternity hospital should be required. Gyneecological experience and operatfing skill would not be necessary, but as each first as3istant might carry a directorship in his pocket it would for his own sake be desirable, else promotion might never come. As every first assistant could not ultimately become a director, because of the comparatively few openings available, first assistantships should in themselves be made attractive careers. The salary should be graded, and go up to at least £1,200 a year at the retiring age (with house or quarters).
(c) Junior assistants: These might be less experienced, and would, like house surgeons, work under supervision by the senior officer. In course of time the first assistant staff might be recruited from the junior officers at the primary centre, which would be a useful training ground.
(d) Midwives: The conditions of service should be such as would attract a good type of woman, in so far as social standing, education, and intelligence are concerned. The service should be whole-time, well paid, and with a pension attached. The midwives should have had a general training and post-certificate experience in hospital and district. Periods of indoor service in the primary centre might usefully alternate with domiciliary work in order to stimulate interest and keep up to date. In general, the midwives would live at the centre, primary or secondary, but in certain cases, as, for example, where the district was unusually large, it might be convenient that some should live at outlying points, so as to be within easy reach of their practice. Where necessary, transport by a small car should be available.
.12 464 (e) Home helps: A registry of these should be kept. They should be available, not only to go out to the mothers in the lying-in period, but also, in many casesespecially where the woman had already a large family of small children and could not afford to pay for domestic assistance-for six weeks or a month before delivery, so that much-needed rest might be obtained.
(5) An annual report should be issued by each county unit. These should be standardized so as to be comparable. The idea is that a spirit of healthy rivalry should be engendered, though it is recognized that in some counties the problem of rendering childbirth safe would be simpler than in others.
(6) Appointments to the staffs should be carefully controlled in order to ensure that merit alone counted. This might be best effected by a central appointments advisory committee whom the Minister of Health would consult.
(7) A certain number of patients would still choose to be looked after by their own doctor-probably a gradually diminishing proportion, as confidence in the maternity units increased. The influence of the high standard of work in the units could not but beneficially influence that in general practice.
(8) Cost : It is estimated that the full scheme here outlined would cost two million pounds a year. The cost of the B.M.A. scheme was estimated at two and a quarter millions. The scheme could be made partly contributory and self-supporting. Insured persons and the dependants of such should contribute part of the maternity benefit to help to pay for the services rendered, and many might pay more. If single-bed wards were provided at the centres, no doubt many of the better-class patients would be willing to pay a moderate weekly fee, say seven guineas, for the privilege of privacy. As the average patient's upkeep costs about three guineas or less, the surplus would help to pay for those whose contribution was small. I would suggest that the scheme be tried first in one county, though, of course, it could only be introduced with the approval of the Minister of Health.
This scheme has the advantage, amongst others, that it cuts at the roots of divided responsibility, and that it unifies, by bringing under a single control, the multiplicity of agencies at presenti responsible for maternity service-what Dr. Cameron has called an " ill-knit organization." Dr. A. Joseph Wrigley said that he emphatically disagreed with Mr. Gibberd, whose pessimism was not justified. In many districts in the country, where an efficient maternity service was in being, the maternal mortality had been greatly reduced. He personally knew of one borough, just south of London, where this was the case.
He also disagreed with a previous speaker who claimed that an X-ray examination, in the ante-natal period, of every woman would be of benefit. On the contrary, much trouble might be found that did not exist, and more harm than good would be done. He strongly approved of ante-natal work if it was done properly and if the search for the abnormal did not mask the preservation of the normal. A recent article of his had been only half-read by a number of people who had, quite wrQngly, accused him of decrying the value of all ante-natal supervision. This, of course, he had never done.
Mr. W. H. F. Oxley said he had practised both before and after ante-natal care was used, and he was fully convinced that it was of great value. In his hospital it was closely co-ordinated with the care of labour and the puerperium, and its full value was thus obtained.
Its value had, however, been much exaggerated; he would put it down as 5%, and good midwifery at the time of labour as 95%. An enormous amount of money was being spent on ante-natal care which by itself was useless, and nothing had been done to improve the treatment of labour. Thirty years ago a large number of general practitioners were extremely good obstetricians ; a large portion of the work had been taken from them, yet they were still depended upon for abnormal cases attended by midwives.
He had spent many years in an attempt to prove that, by a system of controlled midwives, general practitioners, and a hospital into which all abnormalities could be admitted, maternal mortality could be reduced, and the results showed a phenomenal success. A similar system should be applied to the whole country.
Professor Browne's suggested scheme was totally impracticable; if a midwife had a case of post-partum hsemorrhage and the only doctor competent to deal with it was five miles away, the patient would be dead before he got there; moreover, in straggling areas the whole-time obstetrician might be much further away than five miles.
Dr. G. W. Theobald said there was no reason to assume that ante-natal care could, however well carried out, lower mat'ernal mortality, for it was no substitute for good midwifery. On the other hand, it could be definitely harmful, as it made meddlesome midwifery almost inevitable. He felt certain that the mortality rate in childbirth would increase during this decade. Nevertheless he believed that the rate could be halved if some sixty hospitals modelled on the Rotunda pattern were placed at suitable intervals throughout the country, and administrative authorities would grasp the potentialities of modern transport.
Mr. L. C. Rivett said that obstetrics should be a whole-time job, and was incompatible with general practice and with gynecological surgery, and that anyone attending cases of peritonitis, pyosalpinx, whitlows, boils, or other septic conditions or diseases should be debarred from attending women during labour. The general practitioner could not afford time, in the midst of visiting and surgery hours, to conduct labour efficiently. Labour required a great deal of patience, and too frequently forceps was applied to terminate A labour so as to enable the practitioner to get on to another job, or to get some rest in preparation for the next day's work.
Dr. W. M. Feldman said that although half of 1% was, relatively, a very small mortality, nevertheless it was absolutely much too high, in view of the fact th&t parturition was a physiological act and should have no mortality at all. Moreover, the rate was rising; indeed the rise was higher than a comparison of present-day figures with those of some years ago would seem to suggest. Thus the figure of 3*17 per thousand of some fifty years ago, given by one of the speakers, was the number of maternal deaths per 1,000 infants born alive, while the 4 * 5 per 1,000 of last year was the number of maternal deaths per 1,000 of all births, the latter figure would be higher still if the denominator referred to live births only.
He agreed with Dr. Hollins that X-ray examination near term would safeguard the woman against the mistakes [of which he gave examples] frequently made by obstetricians of the highest eminence, in respect to the position of the foetus and the relative measurements of the passenger and the maternal passages. He urged the installation of X-ray outfits at every ante-natal clinic. He believed that endogenous toxemia was responsible for a portion of maternal deaths from septicEemia, but it would be dangerous to lay too much stress on septic tonsils, to which Dr. Hollins had referred, because probably every woman's tonsils would be condemned to removal, and whilst the maternal mortality from childbirth would thus be reduced, the ante-natal maternal mortality consequent on the operation would probably be more than correspondingly increased.
In view of the reference to the Dublin Rotunda Hospital system of midwifery training, to which one speaker had referred so eulogistically, he (Dr. Feldman) would like to know whether the maternal mortality figures in the Irish Free State were lower than those in this country.
With regard to Professor Browne's scheme, he believed that, even if it was workable, one could not hope that it would reduce the maternal mortality to less than about three per 1,000. This would mean a saving of some 1,000 mothers a year at an expenditure of at least £2,000,000 a year, i.e. at a cost of some £2,000 per mother, which, he thought, the State might consider somewhat too high a price to pay.
Professor James Young said that he could not subscribe to the spirit of pessimism and, in some instances, of panic that animated much of the discussion. He himself believed that, if, instead of being discouraged by the slow response to the present methods, they devoted their energies to carrying out the simple propositions laid down by the Maternal Mortality Committee, they might look forward with confidence to an alleviation of the existing unsatisfactory conditions. They had to remember that it was only two years since the appearance of the final report of this Committee.
The maternal death-rate was a compound of very varying figures. In some districts it was 2 per 1,000, whilst in others it went up to 10 or even 12 per 1,000, and it was the high rates that maintained the unduly high average. He was satisfied that, if zealous efforts were made to bring within reach of the " black spots" the skill and the experience that existed in the country, a marked improvement would rapidly be effected. He was encouraged in this belief because already there was evidence in scattered regions that where the proposals of the Maternal Mortality Committee were put into operation the death-rate had fallen. He referred specially to Rochdale, which some years ago had the highest maternal death-rate in the country (averaging nearly 9 per 1,000 over five years), and where now the death-rate had fallen below 3 per 1,000 and during 1932 was under 2 per 1,000.
Lady Barrett said that, without entering into discussion as to whether the midwifery of the country should be done entirely by obstetric specialists or by general practitioners, two points seemed clear:-
(1) That a better and more practical education, with post-graduate experience, should be given to those who did this work, and (2) that the doctor responsible for the ante-and post-natal care of mothers should be the doctor in charge of the maternity beds or the accoucheur in the home.
Apart from these conditions, no real advance would be made in the preventive value of ante-natal care.
Dr. G. Dick Read said he agreed that, with the present knowledge and the organization for midwifery services, it was difficult to visualize any decrease in the maternal mortality beyond its present rate of less than one half per cent.
The suggestions that had been made appeared to imply that the present standard of knowledge of obstetrics had reached its apex. He suggested, however, that there was still much to learn.
He would call attention to the teaching which regarded childbirth as a natural phenomenon, and investigated it from the point of view of learning what Nature really intended during pregnancy and parturition. He would emphasize the importance of a fuller understanding of the neuromuscular harmony essential for all the emotional, metabolic and mechanical changes which occurred during normal pregnancy, parturition and the puerperium.
During the ante-natal period, efforts should be made to establish a normal harmony of the working of the woman's mind and body. This required a philosophical outlook rather than an academical. Many of the unexpected complications of apparently normal labour, which had been referred to by several speakers, might be foreseen and prevented if these reactions were more clearly understood.
Malpresentations, uterine inertia, tears of the cervix and perineum, post-partum haemorrhage and puerperal sepsis were all, within reasonable limits, attributable to the imposition of cultural influences upon a natural mechanism and function. He felt sure that, in time, obstetricians and midwives would learn the meaning and importance of natural neuromuscular harmony and endeavour to stabilize that harmony during the ante-natal period. Where this effort at stabilization was being carried out its value was already recognized, and statistics showed a definite decrease in the number of complicated labours. To procure natural childbirth, in its fullest and most scientific detail, was a means of saving the lives of many mothers.
